Objectives-To assess how accessible general practitioners are to patients by telephone and to examine-the relations between organisation, number of lines, and number of patient-doctor calls.
Introduction
Information on use of the telephone in general practice is limited and telephone use is rarely discussed in British medical journals.' What little is known suggests that doctor-patient telephone contacts are less common in Britain than in other developed countries.2 The United States and Scandinavia, in particular, make substantial use of the telephone in providing primary care and have published many papers describing its role and assessing its use and value. 3 There are virtually no British data on telephone contacts during surgery hours,4 though some studies on out of hours contacts have been reported.58 There is anecdotal evidence that general practitioners discourage direct patient contact, often through their receptionists.59"`' Conversely, it has been suggested that as patients know a doctor will see them in surgery or at home they may not wish to seek telephone advice.' In fact a high proportion of patients have never attempted to telephone their doctor and a substantial minority believe it is not permissible." Despite this a recent survey showed that 84% of patients thought they should be able to do so.'2 The increased emphasis now placed on responding to patients' wishes, coupled with increasing workload for general practitioners, make it appropriate to examine and reassess the provision of telephone services in general practice. Though the attitude of individual practitioners to direct telephone contact with patients may be the prime determinant ofthe number ofpatients' calls they receive, the number of telephone lines and the manner in which telephone access is organised may also be a factor.
This paper deals specifically with telephone equipment, the organisation of telephone services, the accessibility of general practitioners by telephone, and the volume of patient-doctor telephone calls. The survey on which it is based is the first stage of a wider study of telephone access to general practitioners and practice nurses. The survey aimed at providing a descriptive overview of current telephone facilities and access to general practitioners and to test hypotheses about the relation between numbers of patient-doctor calls and practice area, availability of general practitioners, and information given to patients.
Methods
The study population consisted of all unrestricted principals in general practice working in England and Wales. Those in Scotland were excluded. The sampling frame used was the October 1988 quarterly file of the BMA's doctor index. A sample of 2000 doctors was necessary because later stages of the project entailed interviewing doctors with extensive telephone contacts with patients and organised telephone advice sessions. Such doctors are unusual enough to feature in headlines in the popular medical press,'3"' and a small sample would be unlikely to identify many. Such doctors might also be concentrated in rural areas, where greater distances and poorer public transport could make telephone use more attractive. The doctor index identifies general practitioners receiving rural practice payments, and, though crude, this permitted stratification into rural and non-rural populations. A disproportionately larger fraction of rural doctors were randomly sampled: 780 of the 7713 rural principals on the file compared with 1220 of the 18796 other principals, again with the aim of identifying more potential interviewees. Samples were computer generated.
A postal questionnaire was designed specifically for the survey. In the absence of any previous studies on the subject, extensive development work was necessary, which included personal interviews and prepilot tests. A full postal pilot study was mounted on BMJ VOLUME 302 16 MARCH 1991 200 general practitioners randomly selected from the quarterly file of the doctor index by the methods used for the full sample. The main postal survey took place between September and November 1989. Up to three approaches were made to maximise the response. On the third approach, doctors were urged to complete the full questionnaire but were also sent an alternative, abbreviated version.
Except for analyses dealing with differences between rural and non-rural practitioners, data were weighted by factors of 0 704 for the rural sample and 1-207 for the non-rural sample to correct for the differential sampling fractions used. Data were analysed with the statistical package for the social sciences (SPSS-X). As sampling was random, the X2 test was considered appropriate. Only results that achieved a probability of p,0 01 were treated as significant. Many (14) 12 (8) 21 (17) 10 (7) >6000 1 (1) 12 (8) 14 (9) 12 (10) checklist of times in the day when they were prepared to accept non-emergency calls (table III) asked whether their practice area was predominantly 458 (34) rural, semirural, suburban, urban, inner city, or other.
293 (22) 118 (9) Here there was a gradual increase in the proportion 135 (10) reserving time as the ruralness of the area increased; 28% of general practitioners based in predominantly owing to computer rural areas reserved time compared with 15% of those describing their practices as inner city. There was also a slight increase in the estimated number of calls cnebetween the among general practitioners in rural areas. At a basic level there seems to be a need for detailed recommendations and guidelines on telephone needs and telephone organisation in general practice. As no such guidelines currently exist, however, it seems reasonable to suggest that practices with 5000 or more patients per line should look carefully at whether this provision is adequate. Family health services authorities could have a substantial role in setting standards and maintaining them.
Experience in other countries suggests that the telephone can be an effective tool in assessing patients' problems, managing patient care, and organising workload. Certainly patients say that they would welcome improved telephone access. Whether British general practitioners will wish to encourage it is a moot point. Further study of doctor-patient calls and patients' perceptions of and experiences with telephone access to surgeries and their doctors is needed.
MIRROR OF MEDICINE
During Clegg's editorship the J7ournal provided coverage of all the myriad changes occurring in medicine. As we have seen, the establishment of the NHS was of major concern in 1947 and 1948. Thereafter, the health service became a prime feature of the BM7's contents in any and every year. During periods of perceived crisis it could become a dominant preoccupation; in the first six months of 1957, for example, it was the subject of 19 leading articles. Other major developments in health and medicine were given the "Clegg treatment."
In his first summer as editor there occurred "the worst epidemic of poliomyelitis yet encountered in Great Britain." Thereafter, for more than a decade the disease took a grip on the popular imagination which far outstripped its importance in terms of morbidity and mortality. The alleged dangers of public swimming baths, flies, unwashed fruit and vegetables, and over exertion provided the basis for much tabloid sensationalism though, as a Joumal leader pointed out in 1950, the "risk of contracting poliomyelitis in its paralytic form is, even in a sharp epidemic, far less than it is popularly imagined to be." TheJournal provided regular epidemiological reports on the disease, information on treatment, and exhaustive coverage of the vaccination debate. In 1956 the Ministry of Health announced its scheme for the mass vaccination of children born between 1947 and 1954, the operation of which turned the Joumnal into a trenchant critic of government policy. Leading articles headed, "Another ministry blunder," "Polio fantasies," and "Cheap propaganda on polio" show that the J7ournal could be as fierce a critic of a Conservative as of a Labour government.
As well as renewing the Journal's emphasis on international affairs and scientific medicine, Clegg paid close attention to the broad social and political context of medicine, another aspect of the Journal which had waned during the 1920s and 1930s. Thus, in the 1950s and 1960s the J7ournal concerned itself with the end of rationing, "Teddy" boys, glue sniffing, drugs in athletics, motorcycle crash helmets, food irradiation, drunken driving, space travel, the nuclear threat, child abuse, the Common Market (as it was then called), changing sexual morality, the ethics of human experimentation (a particular interest of Clegg's), family planning, toxic pesticides, boxing and brain damage, the televising of surgical operations, abortion law, and so on. One topic that merits closer examination is the series of papers by Doll and Bradford Hill on smoking and lung cancer, which made such an impact in the 1950s and early 1960s. Their research, much of which was published in the BMJ, played a large part in establishing an incontrovertible link between tobacco smoking and lung cancer. In consequence, the J3ournal came to the forefront of the movement to publicise the dangers and reduce the incidence of smoking, 
